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Reply
We thank Rao for pointing out that our literature search failed to
include his case report. Our computer literature search is by no
means a perfect one. We certainly agree with him that radionuclide
angiocardiography and contrast echocardiography are noninvasive
procedures that play an important role in the evaluation of con-
genital heart disease.
H. M. Park, MD
Indiatu, University
1100 "est Michigan Street
Indianapolis, Indiana 46202
Transient Neonatal Tricuspid Regurgitation:
Possible Relation With Premature Closure of
the Ductus Arteriosus
The report of Berry et al. (I) regarding the relation of transient
neonatal tricuspid regurgitation and premature closure of the ductus
arteriosus is an important case description and review of the lit-
erature. However, in their case and in all previously reported
occurrences of this syndrome in human beings, the premature
closure of the ductus in utero was not documented. Hence, al-
though their explanation that the tricuspid regurgitation is a con-
sequence of premature ductal closure is plausible, a definite cause
and effect relation is not established and other etiologies are pos-
sible. The ductal closure may have occurred after birth and may
have been unrelated.
We wish to note that with improved ultrasonic equipment and
technique, it is now possible to reliably image the ductus arter-
iosus in utero (Fig. I). Therefore, it should be possible to diagnose
ductal constriction or closure. If ductal closure in utero is noted,
we suggest that two-dimensional/Doppler echocardiographic stud-
ies of the tricuspid valve be performed. Imaging and Doppler
studies may make possible definitive characterization of the effects
of intrauterine closure of the ductus arteriosus.
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Figure 1. Upper panel, Fetal two-dimensional echocardiograms
of the right ventricle (RV), main pulmonary artery (MPA) and
descending aorta (DAo). Note the relation to the open ductus
arteriosus (arrow) in this normal 23 week gestation human fetus.
This scan is analogous to a suprasternal or high parasternal ap-
proach. Lower panel, Similar scan illustrating the foreshortening
of the ductus that may occur. This is analogous to a parasternal
scan of the ductus arteriosus (DA) (arrow). Imaging was per-
formed with the Acuson 128 computed sonographic system.
Inhibition of Reflex Circulatory Control in
Open Heart Surgery Potentiated by
Combination Beta-Adrenergic and Calcium
Channel Blockade
Data such as those reported by Winniford et al. (I), suggesting
that beta-adrenergic and calcium channel blockade is an effective
